Sep 2005. I, like many other candidates from India, am not in a position to appear for the IQE 'B' and 'C' without the support of the Clinical Attachment Scheme. I would appreciate it if you or somebody else in a responsible position would explain the exact status of the scheme and the reasons for this unconscionable delay which is causing me and many others quite a lot of mental distress. 
S. Raghavan By email

C Ch hi ie ef f D De en nt ta al l O Of ff fi ic ce er r P Pr ro of fe es ss so or r R Ra am ma an n B Be ed di i r re es sp po on nd ds s: : The Department did not guarantee at the time IQE Part
Double standard?
Sir, I would like to expand on the points made by your correspondent P. Tweddell (BDJ 2005; 199: 128) . I absolutely agree that as health care professionals we have an obligation to treat all individuals and we are expected to have proper infection control systems in place in order to minimise the risks that arise. Statistics suggest that the risk of infection of health care workers is very low but of course it can never be zero, any more than the risk is zero in the wider world. If you choose a career tending the sick there will always be the possibility that it may do you harm, but that is a risk which must be accepted. That is why I am vehemently opposed to the other aspect of the situation, which is the policy towards infected health care workers. This has gone a stage further in now requiring new graduates to demonstrate that they are 'clean' before they are allowed on to the register. This is a policy which sends two negative messages. Firstly, if our infection control procedures are satisfactory, it ought not to be an issue, and GDC policy must be seen as questioning that fact. Secondly and perhaps more importantly is the human rights issue. While patient safety is clearly important, I cannot accept that the public has any more fundamental right to safety than health care workers. I believe that GDC policy constitutes a double standard and I am disappointed that our regulatory body is not more robust in espousing this position. 'The Hepatitis C virus appears not to be transmitted efficiently through occupational exposure to blood. ' 'No studies of transmission from HCVinfected dental care personnel to patients have been reported, and the risk for such transmission appears limited. ' The Centers noted that transmission from HCV-infected surgeons during invasive procedures was on average 0.17%. Given these findings, the GDC's advice that HVC-infected dentists should cease practising appears to be harsh and not supported by the current evidence. 
J. Hardie Lisburn
T Th he e C Ch hi ie ef f E Ex xe ec cu ut ti iv ve e a an nd d R
Must-have kit
Sir, in the current climate of worry over cross infection, manpower, funding, and registration, how refreshing it was to be updated on the latest must-have maxillofacial kit.(BDJ 2005; 199: 129).
I too have my own dental kit receptacle which I also believe to have not been previously described in the literature.
In design it has all the necessary features. It is compact, light-weight, multi-purpose, and weather-proof. It also has the advantage of being disposable, and it claims to be degradable.
It measures 300 mm x 300 mm and has a single opening with two handles cleverly located at its top for the purposes of carrying. Please see photograph.
It has a large capacity for holding a multitude of instruments and materials, and a many other things besides. It comes in a variety of colours, with or without logos, and is available from most stores throughout the UK. And for those of us working under the constraints of the General Dental Services, here's the best bit: it comes free of charge! P. Ireland By email doi: 10.1038/sj.bdj. 4812856 
SHO pay scales
Sir, I'm writing to say that SHO pay scales are a consistent problem in many health care trusts for dentists pursuing a hospital career.
A Secondly, if VT counts as point 0 then surely GPT counts as point 1 regardless of whether you have done six months community and six months SHO or a full year as an SHO?
The third problem I faced was that if you do a community job you still seem to get nowhere on the SHO pay scale if you then decide to return to hospital. I contacted the BDA who then kindly put me through to a regional BMA employment adviser. The adviser suggested I should be on POINT 3 of the pay scale and that all my past work which had been entirely in the community and hospital services is protected pay. This is according to Whitley terms based on the provisions of department of health circular PM 81 (30).
My case has still not been resolved by the health authority and has now been referred to the Department of Health.
I'm sure there are many out there who find themselves in similar positions. The problem is that health authorities have no clear guidelines to work from and the pay scales between community and hospital are different. This unfortunately creates problems when you interchange jobs between the two. It's an unfair situation as a prerequisite to many specialist registrar positions in dentistry is to have a broad base training in many areas. 
A. Ahmad Chester
T Th he e BDJ E Ed di it to or r--i in n--C Ch hi ie ef f S St te ep ph he en n H Ha an nc co oc ck ks
Patient individuality
Sir, I read with interest the article by Irfan Ahmad on anterior dental aesthetics (BDJ 2005; 199: 135-141). In the article he associates gender with dental aesthetics. This perceived association between gender and tooth morphology/arrangement is commonly misunderstood. There does not appear to be any physical basis for this association. 1 I feel this should be emphasised when suggesting general rules which may or may not apply to individuals. However, the author is right in suggesting that contemporary society deems some tooth arrangements 'masculine' and some tooth arrangements 'feminine' . 2 I am sure the author will agree that these general 'rules' (perhaps 'guidelines' would be a more appropriate term?) of morphopsychology should be abandoned rapidly in the face of patient individuality. This contradicts both the recent Cochrane review on Ozone therapy for the treatment of dental caries 2 which concludes that 'there is no reliable evidence that application of ozone gas to the surface of decayed teeth stops or reverses the decay process' and the NICE technology appraisal 3 which found 'that there was insufficient evidence on the effectiveness of HealOzone treatment for this technology to be recommended, except as part of well-designed RCTs' . I for one would not wish to purchase an ozone machine for the treatment of caries based on the currently available evidence.
T. P. Hyde Leeds
D.Richards Director, Centre for Evidence-based Dentistry
Sleepless in Surbiton
Sir, the wee small hours are perfect for shaking the intellectual feathers from a problem. Tonight's teaser is a review of a book entitled: Ozone: The revolution in dentistry. 1 I am uneasy. The review is glowing, apparently, written by a born again ozone convert who feels the technique will permanently change the face of dentistry for the better. However, the reviewer seems uncritical of the evidence base and apparently unaware of both a Cochrane review 2 and an appraisal by The National Institute for Clinical Excellence (NICE) 3 which both concluded that evidence of efficacy is currently lacking. The Editor of the BDJ will be aware of the wider picture so should he have published this review? Perhaps not.
The review will certainly stimulate discussion and the Editor considers this is always good. However, I could go on a naked ramble in Surbiton High Street and stimulate discussion, but it would not be that good to make such an idiot of myself. The problem with the written word is that it is there for all to see, for ever. The Editor of the BDJ is steering the flagship of British dentistry and I am a little embarrassed that this has slipped through the editorial net to land on the page in perpetuity. This is not to say I am averse to controversy. The journal has often published peer reviewed research that flies in the face of mainstream opinion. The papers considering the restorative management of deciduous teeth are an excellent example of challenging work that demands attention. [4] [5] [6] However, these papers are fully discussed in the light of research evidence and gaps in the knowledge base are probed and acknowledged. They are fascinating because they are written critically and they should stimulate further research.
So what should an Editor do when sent such a book to review? One approach would be to return it to the publishers but perhaps this is ducking responsibility. Another is to take the present course and publish what is sent without comment or criticism leaving it to the letters column to pick up the argument. Maybe a better approach would have been to have the book reviewed by someone whose job it is to be conversant with the evidence so that a more balanced review could be presented -and here the Editor must be careful to obtain balance not bias. It is getting early and I need some sleep -time to count sheep jumping over gates or maybe naked Editors over hot air would be more fun. E. Kidd Surbiton
